
For the best experience, open this PDF portfolio in
 
Acrobat X or Adobe Reader X, or later.
 

Get Adobe Reader Now! 

http://www.adobe.com/go/reader




 
 
 


 
 


1041	
  Technology	
  Park	
  Drive	
  
Glen	
  Allen,	
  VA	
  23059-­‐4500	
  


(800)	
  523-­‐6019	
  
	
  
	
  


APPLICATION	
  FOR	
  EMS	
  AGENCY	
  LICENSE	
  
INSTRUCTIONS	
  


 
 
 
 
 
 
 







Introduction 
 


The	
  following	
  document	
  is	
  provided	
  to	
  assist	
  applicants	
  in	
  completing	
  the	
  
required	
  information	
  in	
  its	
  entirety.	
  Applications	
  that	
  are	
  complete	
  and	
  accurate	
  
allows	
  for	
  quicker	
  processing	
  time	
  for	
  initial	
  licensure	
  and	
  re-­‐licensure.	
  The	
  EMS	
  
agency	
  application	
  captures	
  information	
  required	
  by	
  the	
  Virginia	
  Office	
  of	
  
Emergency	
  Medical	
  Services	
  (OEMS),	
  as	
  well	
  as	
  certain	
  data	
  points	
  required	
  by	
  the	
  
National	
  Emergency	
  Medical	
  Services	
  Information	
  Systems	
  (NEMSIS).	
  	
  The	
  
Commonwealth	
  of	
  Virginia	
  has	
  signed	
  a	
  Memorandum	
  of	
  Understanding	
  (MOU)	
  to	
  
submit	
  state	
  level	
  data	
  to	
  NEMSIS.	
  


If	
  you	
  have	
  questions	
  concerning	
  the	
  application	
  and	
  the	
  instructional	
  guide	
  
does	
  not	
  successfully	
  answer	
  your	
  question,	
  please	
  contact	
  OEMS	
  or	
  your	
  local	
  EMS	
  
Program	
  Representative.	
  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 







Agency	
  name:	
  The	
  legal	
  name	
  for	
  the	
  organization.	
  Note:	
  This	
  name	
  cannot	
  be	
  
similar	
  to	
  or	
  the	
  same	
  as	
  another	
  existing	
  organization.	
  
	
  
FIN	
  #:	
  The	
  Federal	
  Tax	
  Identification	
  Number	
  issued	
  by	
  the	
  Internal	
  Revenue	
  
Service	
  (IRS).	
  A	
  copy	
  of	
  the	
  IRS	
  designation	
  letter	
  must	
  accompany	
  all	
  applications	
  
for	
  EMS	
  agency	
  license(s).	
  
	
  
Agency	
  no.:	
  The	
  identification	
  number	
  issued	
  by	
  OEMS	
  (for	
  recertification	
  only).	
  
	
  
NPI	
  #:	
  The	
  National	
  Provider	
  Identifier	
  associated	
  with	
  National	
  Provider	
  System	
  
and	
  used	
  in	
  all	
  standard	
  HIPAA	
  transactions	
  such	
  as	
  electronic	
  claim	
  filing.	
  Note:	
  
Any	
  agency	
  that	
  bills	
  for	
  service	
  is	
  given	
  a	
  National	
  Provider	
  System	
  number.	
  The	
  
Centers	
  for	
  Medicare	
  and	
  Medicaid	
  Services	
  (CMS)	
  requires	
  anyone	
  who	
  bills	
  to	
  
submit	
  electronically	
  using	
  a	
  HIPAA	
  Standard	
  NPI	
  number.	
  Please	
  refer	
  to	
  
http://www.cms.hhs.gov/nationalprovidentstand/.	
  
	
  
Physical	
  Location:	
  Please	
  provide	
  a	
  detailed	
  description	
  of	
  the	
  physical	
  location	
  of	
  
the	
  primary	
  facility	
  with	
  directions	
  from	
  the	
  closest	
  major	
  roadway.	
  
	
  
Number	
  of	
  stations:	
  Any	
  vehicles	
  housed/positioned	
  in	
  another	
  location	
  must	
  be	
  
included	
  on	
  the	
  last	
  page	
  of	
  the	
  application.	
  Please	
  include	
  the	
  names	
  of	
  stations,	
  
their	
  complete	
  physical	
  addresses	
  and	
  contact	
  phone	
  numbers.	
  
	
  
Mailing	
  address:	
  Where	
  mail	
  is	
  delivered	
  from	
  the	
  United	
  States	
  Postal	
  Service	
  
(USPS).	
  
	
  
Shipping	
  address:	
  Where	
  items	
  delivered	
  by	
  overnight	
  carriers	
  (UPS,	
  FedEx,	
  etc.)	
  
can	
  be	
  delivered	
  to	
  an	
  attended	
  physical	
  location	
  (not	
  a	
  P.O.	
  Box).	
  
	
  
Agency	
  telephone	
  number:	
  Ten	
  digit	
  telephone	
  number	
  advertised	
  to	
  reach	
  
agency	
  personnel	
  (should	
  not	
  be	
  an	
  “emergency	
  “number).	
  
	
  
Fax:	
  Ten	
  digit	
  number	
  to	
  access	
  the	
  facsimile	
  device.	
  
	
  
Agency	
  FIPS	
  no.:	
  FIPS	
  stands	
  for	
  Federal	
  Information	
  Processing	
  Standards.	
  Please	
  
use	
  the	
  following	
  link	
  to	
  determine	
  your	
  FIPS	
  number	
  if	
  you	
  don’t	
  already	
  know	
  it,	
  
http://www.vdh.virginia.gov/OEMS/Files_page/shared/fips.pdf.	
  
	
  
Agency	
  Web	
  site:	
  An	
  electronic	
  link	
  providing	
  direct	
  access	
  from	
  one	
  distinctively	
  
marked	
  place	
  in	
  a	
  hypertext	
  or	
  hypermedia	
  document	
  to	
  another	
  in	
  the	
  same	
  or	
  
different	
  document.	
  (Example:	
  www.rescue1.org).	
  
	
  
Type	
  of	
  Application:	
  Initial	
  –	
  first	
  time	
  application	
  (usually	
  a	
  new	
  agency),	
  
Recertification	
  –	
  a	
  renewal	
  of	
  an	
  existing	
  agency	
  license,	
  Change	
  of	
  classification	
  –	
  
going	
  from	
  one	
  level	
  of	
  service	
  to	
  another	
  (Example:	
  BLS	
  non-­‐transport	
  to	
  ALS	
  
transport).	
  







	
  
Organizational	
  Status:	
  The	
  primary	
  organizational	
  status	
  of	
  the	
  agency.	
  	
  Selection	
  
choices	
  are:	
  	
  (select	
  only	
  one)	
  	
  	
  
	
   Volunteer	
   	
  
	
   Career	
  
	
   Mixed	
  –	
  Volunteer/Career	
  
	
  
Organizational	
  Type:	
  The	
  organizational	
  structure	
  utilized	
  to	
  deliver	
  EMS.	
  	
  
Selection	
  choices	
  are:	
  (select	
  only	
  one)	
  
	
   Community,	
  Non-­‐Profit	
  
	
   Governmental,	
  Non-­‐fire	
  
	
   Private,	
  Non-­‐hospital	
  
	
   Fire	
  Department	
  
	
   Tribal	
  
	
  
Description:	
  	
  The	
  organizational	
  status	
  description.	
  	
  Selection	
  choices	
  are:	
  	
  (select	
  
only	
  one)	
  
	
   Fire	
  Department	
  
	
   1st	
  Response	
  Only	
  
	
   Rescue	
  Squad	
  –	
  EMS	
  
	
   Hospital	
  
	
   Police	
  
	
   Other	
  
	
  
Classification:	
  Type	
  of	
  EMS	
  agency	
  licenses	
  applying	
  for.	
  
	
  
Types	
  and	
  #	
  of	
  personnel:	
  	
  List	
  the	
  applicable	
  numbers	
  of	
  providers	
  that	
  are	
  
affiliated	
  with	
  your	
  agency.	
  
	
  
Career	
  Personnel:	
  Personnel	
  who	
  staff	
  the	
  EMS	
  units	
  and	
  are	
  monetarily	
  
compensated	
  for	
  their	
  time	
  worked.	
  
	
  
Hours	
  of	
  Operation:	
  If	
  station	
  is	
  not	
  open	
  on	
  a	
  24	
  hour	
  continuous	
  basis,	
  please	
  
indicate	
  time	
  of	
  operations.	
  
	
  
Total	
  no.	
  of	
  911	
  calls/calendar	
  year:	
  The	
  number	
  of	
  911	
  EMS	
  calls	
  in	
  a	
  calendar	
  
year.	
  Please	
  include	
  the	
  number	
  of	
  911	
  calls	
  assigned	
  to	
  any	
  unit	
  for	
  any	
  length	
  of	
  
time,	
  i.e.	
  cancelled,	
  no	
  patient	
  found,	
  patient	
  refusals,	
  treat	
  and	
  release,	
  obvious	
  
death,	
  treated	
  and	
  transferred	
  care,	
  treated	
  and	
  transported	
  etc.	
  
	
  
EMS	
  Dispatch	
  volume/calendar	
  year:	
  The	
  number	
  of	
  EMS	
  dispatches	
  in	
  a	
  
calendar	
  year.	
  	
  Please	
  include	
  the	
  total	
  number	
  of	
  EMS	
  calls	
  received	
  by	
  the	
  agency,	
  
i.e.	
  commercial	
  agencies	
  would	
  report	
  their	
  total	
  number	
  of	
  911	
  calls	
  in	
  addition	
  to	
  
routine	
  transport	
  calls	
  here.	
  For	
  emergency	
  responders	
  only,	
  this	
  number	
  would	
  
likely	
  be	
  the	
  same	
  as	
  the	
  number	
  of	
  911	
  calls	
  per	
  year.	
  
	
  







EMS	
  Transport	
  volume/calendar	
  year:	
  The	
  number	
  of	
  EMS	
  transports	
  in	
  a	
  
calendar	
  year.	
  	
  Please	
  include	
  the	
  total	
  number	
  of	
  patients	
  transported	
  and	
  exclude	
  
transports	
  to	
  physician’s	
  office,	
  clinic	
  or	
  health	
  care	
  facility	
  that	
  is	
  for	
  prescheduled	
  
testing,	
  evaluation	
  or	
  treatment.	
  
	
  
EMS	
  contact	
  volume/calendar	
  year:	
  Total	
  number	
  of	
  patients	
  that	
  EMS	
  providers	
  
from	
  agency	
  encountered	
  and	
  attended	
  to	
  at	
  the	
  scene.	
  Please	
  exclude	
  cancelled,	
  no	
  
patient	
  found,	
  arrived	
  on	
  scene	
  but	
  did	
  not	
  attend	
  to	
  patient.	
  
	
  
Total	
  service	
  area	
  (sq.	
  mi):	
  The	
  total	
  square	
  miles	
  within	
  the	
  EMS	
  agency's	
  service	
  
area.	
  
	
  
Total	
  service	
  area	
  population:	
  The	
  total	
  population	
  in	
  the	
  agency's	
  service	
  area	
  
based	
  on	
  the	
  most	
  recent	
  census	
  data	
  available.	
  This	
  number	
  does	
  not	
  include	
  
population	
  changes	
  associated	
  with	
  daily	
  work	
  flow	
  or	
  seasonal	
  movements.	
  Please	
  
refer	
  to	
  http://quickfacts.census.gov/qfd/.	
  
	
  
Vehicle	
  insurer:	
  The	
  insurance	
  company	
  on	
  record	
  for	
  the	
  agency	
  vehicle(s).	
  
	
  
Does	
  the	
  agency	
  bill	
  for	
  services:	
  Does	
  the	
  patient	
  cared	
  for/transported	
  by	
  the	
  
EMS	
  agency	
  receive	
  a	
  bill	
  for	
  service?	
  Please	
  report	
  this	
  information	
  regardless	
  of	
  
whether	
  the	
  EMS	
  agency	
  bills	
  or	
  another	
  organization	
  bills	
  on	
  behalf	
  of	
  the	
  agency.	
  
	
  
Vaccine	
  Administration	
  Program:	
  If	
  the	
  EMS	
  Medical	
  Director	
  for	
  the	
  agency	
  
authorizes	
  EMS	
  providers	
  to	
  provide	
  vaccinations	
  to	
  agency	
  personnel	
  or	
  the	
  public	
  
(or	
  both),	
  this	
  must	
  be	
  completed	
  in	
  its	
  entirety.	
  
	
  
Authorized	
  Practioner:	
  The	
  name	
  of	
  the	
  physician	
  who	
  has	
  authorized	
  the	
  
purchase	
  of	
  drugs	
  for	
  the	
  vaccination	
  program	
  for	
  the	
  EMS	
  agency	
  to	
  administer.	
  
	
  
Vaccine	
  Administrator:	
  The	
  individual	
  assigned	
  to	
  oversee	
  the	
  agency	
  vaccine	
  
program.	
  
	
  
Required	
  Signatures	
  
	
  
Agency	
  Representative/Owner	
  Signature:	
  	
  Signature	
  of	
  Owner/Representative	
  1	
  
or	
  2	
  listed	
  in	
  application.	
  	
  This	
  signature	
  attests	
  to	
  the	
  correctness	
  of	
  the	
  
information	
  contained	
  within	
  the	
  application.	
  
	
  
Agency	
  Operational	
  Medical	
  Director	
  Signature:	
  	
  Signature	
  of	
  agency	
  Primary	
  
OMD.	
  	
  This	
  signature	
  attests	
  to	
  OMD	
  confirmation	
  as	
  serving	
  as	
  the	
  agency’s	
  primary	
  
Operational	
  Medical	
  Director	
  at	
  the	
  time	
  of	
  application.	
  	
  In	
  addition	
  to	
  signing	
  the	
  
agency	
  application,	
  the	
  OMD	
  must	
  sign	
  a	
  list	
  of	
  OMD	
  authorized	
  providers	
  for	
  the	
  
agency	
  according	
  to	
  §12VAC5-­‐31-­‐1040.	
  
	
  







(DERA	
  ONLY)	
  Local	
  Government	
  Signature:	
  	
  Signature	
  of	
  the	
  county	
  
administrator	
  or	
  city	
  manager.	
  	
  This	
  signature	
  is	
  attesting	
  to	
  the	
  agencys	
  compliance	
  
with	
  the	
  local	
  emergency	
  response	
  plan	
  guidelines.	
  	
  This	
  signature	
  is	
  only	
  required	
  
from	
  designated	
  emergency	
  response	
  agencys	
  (DERA).	
  








EMS Agency Name: ____________________________________  Agency No. __________ 


Date of Inspection:   ____________________________________  Approved      Yes       No 


                   Follow Up     Yes       No 


           Rep Sign: _____________________ 


 


 


 


 


 


 


 


 


 


 


 


 


 


1041 Technology Park Drive 
Glen Allen, VA 23059-4500 


(800) 523-6019 
 
 
 


APPLICATION FOR EMS AGENCY LICENSE 
 


 
 
 
 


PLEASE COMPLETE APPLICATION FORM IN ITS ENTIRETY PRIOR 
TO TIME OF INSPECTION.  IF YOU HAVE QUESTIONS, PLEASE 


CONTACT YOUR PROGRAM REPRESENTATIVE. 
 
 
 







PLEASE COMPLETE ENTIRE APPLICATION 
	
  Agency Name: ______________________________________________   FIN #    _____________ 


Agency Number: _____________________________________________ NPI #    _____________ 


Physical location of agency and directions from major route: 
 
 
 
Number of stations:  _______ (Please use station list page at the end of this application) 
 
Mailing Address:   __________________________________________________________________ 
    (Street Address) 
 
   __________________________________________________________________ 
    (City)     (State)             (Zip Code) 
 
Shipping Address:   ____________________________________________________________________ 
    (Street Address) 
 
   __________________________________________________________________ 
    (City)     (State)             (Zip Code) 
Business Phone:  _______________________________        Fax:  _____________________________ 


Agency FIPS #:  ________________    Agency Web Site:  _________________________________ 


Type of Application:   _______________________________ 


 Organizational Status:   ___________________________   Description: ___________________________ 
 
 Organizational Type: ___________________________  If Other describe: _________________________ 
 
 Classification: 


  Non-Transport – BLS  Emergency Ground Transport – BLS  Neonatal Ambulance 


  Non-Transport – ALS  Emergency Ground Transport – ALS  Air Ambulance 


 Does agency utilize career EMS Personnel? 


  If so, who are they employed by: 


 Types and # of personnel: _______ First Responder/Medical Responder _______ Paramedic 


     _______ EMT    _______  Driver Only (EVOC) 


     _______ A-EMT/EMT–Enhanced _______  Support Personnel 


     _______ Intermediate   _______  MD  _______ RN 


 Hours of Operation:      24 Hours    Other ______________________________________ 


 Month/Year Agency Established:   __________________ __________________ 


 Month/Year Agency Began EMS Operations: __________________ __________________ 


 Agency is a member of:   Virginia Association of Volunteer Rescue Squads 


       Virginia Ambulance Association 


       Virginia Governmental EMS Administrators 


       Other ___________________________________ 
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Please Select the Organizational Status and Type, all Classifications, and Description of Agency	
  







 EMS TRANSPORTS: 
 Total # of 911 calls/calendar year: ____________      EMS dispatch volume/calendar year: ____________ 


 EMS Transport volume/calendar year: ___________  EMS contact volume/calendar year:   ____________ 


 Total service area (square miles): ___________  Total service area population:           ____________ 


 Are agency vehicles used by any other licensed agency? ___________ 


If yes, total number of calls other agencies utilize vehicles permitted to you EMS agency?       ___________ 


EXTRICATION EQUIPMENT: 


Is required equipment supplied by applicant agency? ____________ 


If no, who is supplying the required equipment?  ______________________________________ 


OTHER EQUIPMENT: (check all that apply) 


 Rescue/Crash Truck     Technical Rescue Vehicle/Trailer 


 Water Rescue Capability    Disaster/Mass Casualty Trailer 


 Haz-Mat Response Vehicle/Trailer   Emergency Back-up Generator (on location)  


 Command/Communications Vehicle 


VEHICLE INSURER: 
______________________________  ________________________________  ______________________ 
    (Underwriter)     (Policy Number)        (Expiration Date) 
# of defibrillators: ________ Manual    ________ Automated    ________ Combination 


 


REPRESENTATIVE/OWNER #1: 
Name:  __________________ __________________ __________________  Title: ___________________ 
   (Last Name)      (First Name)                 (Middle Name) 


Mailing Address: _______________________________________________________________ 
        (Street Address) 


   _____________________________________________________________________________ 
         (City)     (State)   (Zip Code) 
Daytime Phone Number:  ______________________  Evening Phone Number:  _____________________ 


E-mail Address:  _________________________________________  SSN:  ________________________ 


EMS Certification # (if applicable):______________________________ 


REPRESENTATIVE/OWNER #2: 
Name:  __________________ __________________ __________________  Title: ___________________ 
   (Last Name)      (First Name)                 (Middle Name) 


Mailing Address: _______________________________________________________________ 
        (Street Address) 


   _____________________________________________________________________________ 
         (City)     (State)   (Zip Code) 
Daytime Phone Number:  ______________________  Evening Phone Number:  _____________________ 


E-mail Address:  _________________________________________  SSN:  ________________________ 


EMS Certification # (if applicable):______________________________ 
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AGENCY OFFICIAL REPRESENTATIVE(S) OR OWNER(S)	
  







AGENCY PORTAL SUPERUSER: 
Name:  __________________ __________________ __________________  Title: ___________________ 
   (Last Name)      (First Name)                 (Middle Name) 


Mailing Address: _______________________________________________________________ 
        (Street Address) 


   _____________________________________________________________________________ 
         (City)     (State)   (Zip Code) 
Daytime Phone Number:  ______________________  Evening Phone Number:  _____________________ 


E-mail Address:  ________________________________  EMS Certification #:_______________________ 


AGENCY DESIGNATED INFECTION CONTROL OFFICER: 


Name:  __________________ __________________ __________________  Title: ___________________ 
   (Last Name)      (First Name)                 (Middle Name) 


Mailing Address: _______________________________________________________________ 
        (Street Address) 


   _____________________________________________________________________________ 
         (City)     (State)   (Zip Code) 
Daytime Phone Number:  ______________________  Evening Phone Number:  _____________________ 


E-mail Address:  ________________________________ EMS Certification #:_______________________ 


TRAINING OFFICER: 
Name:  __________________ __________________ __________________  Title: ___________________ 
   (Last Name)      (First Name)                 (Middle Name) 


Mailing Address: _______________________________________________________________ 
        (Street Address) 


   _____________________________________________________________________________ 
         (City)     (State)   (Zip Code) 
Daytime Phone Number:  ______________________  Evening Phone Number:  _____________________ 


E-mail Address:  ________________________________  EMS Certification #:_______________________ 


OPERATIONAL MEDICAL DIRECTORS: 
     NAME      PRIMARY/SECONDARY 
 1.  ______________________________________________________     _____________________ 


 2.  ______________________________________________________     _____________________ 


 3.  ______________________________________________________     _____________________ 


COMMUNICATIONS: 
Dispatch facilities:  Agency  Central Dispatch (Specify) _____________________ 
    Other (Specify) ____________________________________________ 
Dispatch business telephone number:  ____________________________________________ 
FREQUENCIES: 
Dispatch Frequencies:   1)  TX ____________ PL _____________ RC_____________ PL _____________ 
Other Frequencies:    1)  TX ____________ PL _____________ RC_____________ PL _____________ 
      2)  TX ____________ PL _____________ RC_____________ PL _____________ 
      3)  TX ____________ PL _____________ RC_____________ PL _____________ 
Agency notified by:  ___________________________________ 
Number of radios:  Mobile ________  Portable ________  Paging ________ 
Emergency telephone number:  911  Other  _________________________________ 
Emergency telephone number listed for public:  _________      
Does dispatch prioritize or provide pre-arrival instructions? _________ 
FCC license holder:  Agency  Local Government  Other ______________  4 







VACCINE ADMINISTRATION PROGRAM:  (Only if EMS Personnel administer vaccines)	
  


AGENCY REPRESENTATIVE/OWNER SIGNATURE:	
  


AGENCY OPERATIONAL MEDICAL DIRECTOR SIGNATURE:	
  


(DERA ONLY) LOCAL GOVERNMENT SIGNATURE: (County Administrator or City Manager)	
  


If local government or other, written permission for use?: _________ 
FCC license expiration date: ____________  Call Sign: ____________  Narrowband Compliant: _________ 
Permission for Office of EMS to operate on frequencies: _________ 
AGENCY BILLING: 
Does agency bill for service?  _________ 
If yes, what year did agency begin billing?  _______________ 
Who is responsible for billing? _____________ Specify Vendor: _________________________ 
Does agency have a billing Subscription Service? _________ 
 


 
Do you have a vaccination program?  _________ If Yes: _______________ 
List Virginia Immunization Information System (VIIS) number: ____________________________________ 


PROGRAM ADMINISTRATION: 


Authorized Prescriber:  __________________________________________________________________ 


Name:  __________________ __________________ __________________  Title: ___________________ 
   (Last Name)      (First Name)                 (Middle Name) 


Mailing Address: _______________________________________________________________ 
        (Street Address) 


   _____________________________________________________________________________ 
         (City)     (State)   (Zip Code) 
Daytime Phone Number:  ______________________  Evening Phone Number:  _____________________ 


E-mail Address:  ________________________________   


 
 
Name:___________________________________________________ Date: ________________________ 
 
I hereby affirm that the information on this application is true and correct and I realize that any fraudulent 
entry may be considered sufficient cause for rejection of agency application, and/or enforcement action. 
 
 
 __________________________________________________ Date: ________________________ 
    (Please sign name) 
 
 
 
Name:___________________________________________________ Date: ________________________ 
 
I hereby affirm that I am the primary Operational Medical Director for the above listed agency and have 
signed a current list of authorized provider form/roster as outlined in §12VAC5-31-1040. 
 
 
 __________________________________________________ Date: ________________________ 
    (Please sign name) 
 
  
 
Name:___________________________________________________ Date: ________________________ 
 
I acknowledge the above listed agency is compliant with the local emergency response plan 
 
 
 __________________________________________________ Date: ________________________ 
    (Please sign name) 
 







 
 
Agency Station List 
 
Include station number, physical address, telephone number 
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		Underwriter: 

		Policy Number: 

		Expiration Date: 

		undefined_4: 

		Manual: 

		Automated: 

		of defibrillators: 

		Name: 

		Title: 

		First Name: 

		Middle Name: 

		Mailing Address 1: 

		Mailing Address 2: 

		Mailing Address 3: 

		Mailing Address 4: 

		Daytime Phone Number: 

		Evening Phone Number: 

		Email Address: 

		SSN: 

		EMS Certification  if applicable: 

		Name_2: 

		Title_2: 

		First Name_2: 

		Middle Name_2: 

		Mailing Address 1_2: 

		Mailing Address 2_2: 

		Mailing Address 3_2: 

		Mailing Address 4_2: 

		Daytime Phone Number_2: 

		Evening Phone Number_2: 

		Email Address_2: 

		SSN_2: 

		EMS Certification  if applicable_2: 

		Name_3: 

		Title_3: 

		First Name_3: 

		Middle Name_3: 

		Mailing Address 1_3: 

		Mailing Address 2_3: 

		Mailing Address 3_3: 

		Mailing Address 4_3: 

		Daytime Phone Number_3: 

		Evening Phone Number_3: 

		Email Address_3: 

		EMS Certification: 

		Name_4: 

		Title_4: 

		First Name_4: 

		Middle Name_4: 

		Mailing Address 1_4: 

		Mailing Address 2_4: 

		Mailing Address 3_4: 

		Mailing Address 4_4: 

		Daytime Phone Number_4: 

		Evening Phone Number_4: 

		Email Address_4: 

		EMS Certification_2: 

		Name_5: 

		Title_5: 

		First Name_5: 

		Middle Name_5: 

		Mailing Address 1_5: 

		Mailing Address 2_5: 

		Mailing Address 3_5: 

		Mailing Address 4_5: 

		Daytime Phone Number_5: 

		Evening Phone Number_5: 

		Email Address_5: 

		EMS Certification_3: 

		1: 

		2: 

		3: 

		PRIMARYSECONDARY 1: 

		PRIMARYSECONDARY 2: 

		PRIMARYSECONDARY 3: 

		Central Dispatch Specify: 

		Other Specify 1: 

		Other Specify 2: 

		1 TX: 

		PL: 

		RC: 

		PL_2: 

		1 TX_2: 

		PL_3: 

		RC_2: 

		PL_4: 

		2 TX: 

		PL_5: 

		RC_3: 

		PL_6: 

		3 TX: 

		PL_7: 

		RC_4: 

		PL_8: 

		undefined_5: 

		Mobile: 

		Portable: 

		Paging: 

		Other 1_2: 

		Other 2_2: 

		Does dispatch prioritize or provide prearrival instructions: 

		Other_2: 

		If yes what year did agency begin billing: 

		Call Sign: 

		Specify Vendor: 

		Does agency have a billing Subscription Service: 

		List Virginia Immunization Information System VIIS number: 

		Authorized Prescriber: 

		Name_6: 

		Title_6: 

		First Name_6: 

		Middle Name_6: 

		Mailing Address 1_6: 

		Mailing Address 2_6: 

		Mailing Address 3_6: 

		Mailing Address 4_6: 

		Daytime Phone Number_6: 

		Evening Phone Number_6: 

		Email Address_6: 

		Name_7: 

		Date: 

		Name_8: 

		Date_3: 

		Name_9: 

		Date_5: 

		Physical Location of Agency: 

		EMS Agency Name: 

		Agency No: 

		Type of Application: []

		Organizational Type: [ ]

		Classification Air: Off

		Classification Neo: Off

		Classification GT-BLS: Off

		Classification GT-ALS: Off

		Classification NT-BLS: Off

		Classification NT-ALS: Off

		Career Personnel Employed By: 

		VAVRS: Off

		VAA: Off

		Other Agency Membership: Off

		Hours of Operation 24 hour selection: Off

		VGEMSA: Off

		Hours of operation other: Off

		Agency Station List Detail Box: 

		Rescue/Crash Truck: Off

		Back up Generator: Off

		Water Rescue: Off

		Haz-Mat: Off

		Technical Rescue: Off

		Mass Casualty Trailer: Off

		Command: Off

		Organizational Status: []

		Organizational Status Description: [ ]

		Career EMS: []

		Agency Vehicle Use: []

		Is required extriation equipment supplied by agency?: []

		Check Box34: Off

		Check Box35: Off

		Check Box36: Off

		Check Box37: Off

		Check Box38: Off

		Local Gov FCC License Holder: Off

		Agency FCC License Holder: Off

		FCC License Holder Other: Off

		FCC License Exp Date: 

		FCC License Hold Permission to Use: []

		Is agency narrowband compliant: []

		Does agency bill for service: []

		Who is responsible for billing?: []

		OEMS Permission: []

		Does agency have a billing subscription service?: []

		Doo you have a vaccination program: []

		IF you have a vaccine administration program is it internal external or both?: []





